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Abstract
Introduction: Merkel cell carcinoma is a rare malignant cutaneous neoplasm that is locally invasive and frequently
metastasizes to lymph nodes, liver, lungs, bone and brain. The incidence of Merkel cell carcinoma has increased in
the past three decades.
Case presentation: A 65-year-old Caucasian man presented with a sudden onset of severe headache and a three-
month history of balance disturbance. Magnetic resonance imaging revealed a large meningeal metastasis. The
radiologic workup showed retroperitoneal and inguinal lymph node metastases. Biopsy of the inguinal lymph
nodes showed metastases of Merkel cell carcinoma. Biopsy from three different suspected skin lesions revealed no
Merkel cell carcinoma, and the primary site of Merkel cell carcinoma remained unknown. Leptomeningeal
metastases, new axillary lymph node metastases, and intraspinal (epidural and intradural) metastases were detected
within six, seven and eight months, respectively, from the start of symptoms despite treating the intracranial
metastasis with gamma knife and the abdominal metastases with surgical dissection and external radiotherapy.
This indicates the aggressive nature of the disease.
Conclusion: To the best of our knowledge, this is the first report in the literature of an intracranial meningeal
metastasis of Merkel cell carcinoma treated with gamma knife and of intraspinal intradural metastases of Merkel
cell carcinoma. Despite good initial response to radiotherapy, recurrence and occurrence of new metastases are
common in Merkel cell carcinoma.
Introduction
Merkel cell carcinoma (MCC) is a rare malignant neo-
plasm of the skin that is locally invasive and frequently
metastasizes to lymph nodes, liver, lungs, bone and
brain [1]. The tumor was first described by Toker in
1972 [2] as a trabecular cell carcinoma. The fact that
MCC is now considered a neuroendocrine tumor is sup-
ported by the presence of calcitonin and neuron-specific
enolase within the tumor [1]. The diagnosis of MCC is
based on the clinical findings of aggressive cutaneous
tumors and the histopathologic examination of speci-
mens using light and electron microscopy with a defined
panel of immunoperoxidase stains [3]. Hodgson [4]
reported that the incidence of MCC has increased
threefold between 1986 and 2001 (the rate of MCC
increased from 0.15 cases per 100,000 in 1986 to 0.44
cases per 100,000 in 2001) [4]. MCC often affects elderly
patients with a mean age at presentation of about
75 years [5]. The head and neck are the most common
sites affected by MCC followed by the legs [6]. A review
of the literature showed a 27% to 60% incidence of local
recurrence, a 45% to 91% incidence of lymph node
metastases and an 18% to 52% incidence of distant
metastases [3].
We report a case of MCC with extensive central ner-
vous system (CNS) metastases with (1) intracranial
meningeal, (2) intraspinal epidural and (3) intraspinal
intradural metastases. A literature review of the reported
cases of the intracranial and the intraspinal spread of
MCC was also performed and presented.* Correspondence: Kasim.Abul-Kasim@med.lu.se
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Case presentation
A 65-year-old Caucasian man presented with a sudden
onset of severe headache and with a three-month his-
tory of balance disturbance. Apart from a pathologic fin-
ger-nose test result and positive Grasset test result on
the left side, no other physical or neurologic abnormal-
ities were found. Computed tomography (CT) showed a
large 4 cm, right-sided parietal parasagittal tumor. Mag-
netic resonance imaging (MRI) showed a large 4 cm,
inhomogeneously enhancing mass that exhibited a wide
falx attachment and dural tail. The meningeal mass was
surrounded by extensive edema of the right parietal lobe
(Figure 1A-C). Cerebral blood volume (CBV) map
showed high intratumoral CBV. MR spectroscopy
showed high choline:N-acetylaspartate and choline:crea-
tine ratios (9.5 and 15, respectively) as well as occur-
rence of lactate and lipid peak in the tumor but not in
the surrounding edema. Although the morphologic find-
ings of the supratentorial mass on conventional MRI
were consistent with meningioma, the occurrence of the
extensive edema and the MR spectroscopy findings were
highly suggestive of metastasis, and our final radiologic
diagnosis was meningeal metastasis. The patient was
admitted to the neurology department, and immediate
treatment with cortisone therapy was started. A search
for the primary tumor with CT and FDG-PET (fluoro-
deoxyglucose positron emission tomography) revealed
lymph node enlargement and increased FDG uptake in
the left inguinal region, iliac, aortocaval and paraaortic
regions. Needle biopsy was obtained from the enlarged
lymph nodes in the left inguinal region. Removal of
three skin lesions in the left lower limb showed no defi-
nite primary tumor.
The large supratentorial meningeal tumor was treated
with gamma knife. MRI control 13 days after treatment
with gamma knife showed marked reduction of the
volume of the intracranial meningeal tumor (Figure 1D).
Retroperitoneal and inguinal lymph node dissection was
performed. Histopathology showed small cell carcinoma
consistent with MCC (immunohistopathologic analysis
was positive for the epithelial markers [AE1/AE3 and
CK20] and neurofilament but negative for lymphoma
and melanoma markers [CD45 and HMB45, respec-
tively]). Cerebrospinal fluid cytology also showed MCC.
About three months after the retroperitoneal and
inguinal lymph node dissection, the patient received
40 Gy of external radiation for the paraaortal and iliac
retroperitoneal lymph node metastasis and 50.9 Gy for
the metastasis in the left inguinal region. Thereafter,
FDG-PET showed total regression of the FDG uptake in
the lymph nodes, which previously had shown increased
uptake. A planned MRI of the brain about six months
after the onset of symptoms showed evidence of cerebel-
lar leptomeningeal enhancement (Figures 1E and 1F),
which was immediately treated with 30 Gy of palliative
radiation therapy. FDG-PET study approximately seven
months after the onset of symptoms showed a new
enlarged left-sided axillary lymph node with increased
FDG uptake. Approximately eight months after the
onset of symptoms, the patient was admitted for
increasing back pain and a four-day history of rapidly
progressing weakness of the lower limbs that required
the patient to start using a wheelchair. On examination,
lower limb weakness, hyporeflexia and a positive
Babinski sign were found. Emergency MRI of the spine
and the spinal canal showed that the dural sac between
the first and fifth lumbar vertebra was filled with intra-
dural tumor masses with mild contrast enhancement
(Figures 2A to 2F). There were multiple tumor masses
in the epidural space with extension into several lumbar
and lower thoracic neural foramens. Because the
patient’s general condition deteriorated rapidly, further
radiation therapy against the intraspinal tumors was not
possible. The patient died two weeks after the detection
of the intraspinal tumors. At autopsy, lung metastases
were found, but there was no evidence of residual
macroscopic intracranial tumor and no metastases to
the vertebral column. Unfortunately, some technical dif-
ficulties restrained the examination of the spinal canal.
Discussion
This case report initially showed a large supratentorial
meningeal metastasis and later showed cerebellar
Figure 1 Axial magnetic resonance imaging (MRI) scan at three
different occasions. Images (A-C) show the initial MRI with a large
right-sided supratentorial meningeal tumor (arrows) with extensive
surrounding edema (bright signal, C). D) MRI after treatment with
gamma knife shows marked reduction of the tumor size with only
little residual tumor (arrow). E-F) MRI six months from the start of
symptoms shows leptomeningeal metastases with linear contrast
enhancement along the cerebellar sulci (arrows).
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leptomeningeal metastases of MCC. In addition, inguinal
and retroperitoneal metastases were found, but the site
of the patient’s primary MCC remained unknown.
Hitherto, only 18 cases of intracranial metastases of
MCC have been reported, of which 15 cases were
reviewed by Feletti et al. [7]. Table 1 shows the hetero-
geneity of treatment of MCC brain metastases because
there is no evidence-based first choice of treatment
described in the literature for this type of brain metasta-
sis. We believe that until a considerable amount of case
reports are available in the literature, the choice of treat-
ment of MCC brain metastases will depend, as in many
other types of brain metastases, on the number of
metastases, systemic spread of the disease and the acces-
sibility to surgery. We believe that the CNS metastases
of MCC are an expression of a hematogenous systemic
spread of the disease. Barkdull et al. [8] postulated that
an intracranial spread from MCC of the frontal scalp
was through communicating veins rather than local
destructive process. Perineural spread from the head
and neck tumor has also been suggested [9].
This is the first report in the literature of intracranial
metastasis of MCC that was treated with gamma knife,
although the primary indication at the time of gamma
knife surgery was removal of a large meningeal tumor of
unknown origin. The patient and his relatives arranged
the gamma knife treatment at another institution because
the neurosurgeons in our regional institution regarded
the tumor as meningioma with no need for rapid surgical
intervention even though the radiologic report raised the
suspicion of meningeal metastases. Based on the knowl-
edge of the occurrence of lymph node metastases, the
treating oncologists and surgeons aimed to treat the
meningeal tumor with a less invasive method (treatment
with gamma knife surgery instead of conventional sur-
gery). In the past few years, the role of gamma knife sur-
gery in the treatment of brain metastasis has proven to
be associated with a longer survival time and better local
tumor control in lung cancer metastases [10] and mela-
noma metastases [11] and in one series has been shown
to provide excellent results in selected patients with one
to 10 brain lesions without prophylactic whole-brain
radiotherapy [12]. Even in our case report, treatment
Figure 2 Magnetic resonance imaging (MRI) scan of the lumbar
spine eight months after the onset of symptoms. T2-weighted
(A) and T1-weighted (B-C) images before and after contrast
administration show mild contrast enhancing multilobular tumors in
the epidural fat behind the dural sac at the level of L3-L4 (black
arrows) and a dural sac filled with intradural tumors (white arrows).
Note the absence of the normal cerebrospinal fluid signal in the
dural sac below the medullary conus. Axial T1-weighted images
before (D) and after (E) contrast administration show the epidural
metastases lateral and dorsal to the dural sac (black arrows in D;
arrowheads in E). The white arrow in E shows the dorsal limit of the
dural sac. F) Axial T1-weighted image after contrast administration
shows a tumor-filled dural sac (white arrows).
Table 1 Compiled from the literature review recently
presented by Feletti et al [7] and a few other reports
Total number of patients reported 18, including our case
report
Age, range 45-71 years
Gender: male/female 12/4 (two not defined)






Hypophysis and cavernous sinus 1
Brainstem 1
Not defined 6






Time since the detection of the primary
tumor
0-4 years (50% <1 year)
Treatment for brain metastasis
Radiotherapy + chemotherapy 5








Survival after diagnosis 1 month to >3 years
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with gamma knife proved to be successful in providing
good local disease control.
This case report represents the fifth reported case of
MCC metastasis to the spinal canal (Table 2) [13-17].
However, our patient had both epidural and intradural
tumors. To the best of our knowledge, this is the first
case report in the literature on intradural extension of
MCC. The detection of an intradural tumor disqualified
our patient for decompressive laminectomy, which has
previously been proven to be an effective treatment for
spinal and epidural metastasis compared with radiother-
apy or chemotherapy alone [16]. Unlike the other reports
of the intraspinal epidural metastases [13,14], our patient
did not show evidence of osseous vertebral metastases,
which is a usual source of the epidural tumor extension.
The possible explanation for the route of the intradural
metastases is the meningeal spread of the large menin-
geal supratentorial lesion, which gave rise to the cerebel-
lar leptomeningeal metastases detected shortly before the
detection of intradural metastasis. Consistent with other
reports of poor prognosis of intraspinal metastases
[12,13,16], our patient showed evidence of progressive
systemic metastatic spread despite initial improvement
with reduction of tumor size intracranially and regression
of the retroperitoneal lymph nodes.
Conclusion
Our patient with extensive CNS, abdominal and inguinal
metastases showed a good initial response to radiation
therapy. However, evidence of progressive metastatic
spread was demonstrated already six months after the
onset of the patient’s symptoms. This is the first report
in the literature of spinal intradural metastases of MCC,
which further contributed to worsening the patient’s
prognosis because it restrained a debulking and decom-
pressive laminectomy.
Consent
Written informed consent was obtained from the
patient’s next of kin for publication of this case report
and the accompanying images. A copy of the written
consent is available for review by the Editor-in-Chief.
Author details
1Faculty of Medicine, Lund University, Diagnostic Centre for Imaging and
Functional Medicine, Skåne University Hospital, 205 02 Malmö, Sweden.
2Department of Oncology, Skåne University Hospital, 205 02 Malmö,
Sweden.
Authors’ contributions
KAK conceived the idea of the study. All authors participated in data
collection. KAK wrote the manuscript. All authors read and contributed to
the editing of the manuscript and gave their approval of the final
manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 18 May 2010 Accepted: 26 January 2011
Published: 26 January 2011
References
1. Marks S, Radin DR, Chandrasoma P: Merkel cell carcinoma. J Comput
Tomogr 1987, 11(3):291-293.
2. Toker C: Trabecular carcinoma of the skin. Arch Dermatol 1972,
105(1):107-110.
3. Ikawa F, Kiya K, Uozumi T, Yuki K, Takeshita S, Hamasaki O, Arita K, Kurisu K:
Brain metastasis of Merkel cell carcinoma. Case report and review of the
literature. Neurosurg Rev 1999, 22(1):54-57.
4. Hodgson NC: Merkel cell carcinoma: changing incidence trends. J Surg
Oncol 2005, 89(1):1-4.
5. Pergolizzi J Jr, Sardi A, Pelczar M, Conaway GL: Merkel cell carcinoma: an
aggressive malignancy. Am Surg 1997, 63(5):450-454.
6. Raaf JH, Urmacher C, Knapper WK, Shiu MH, Cheng EW: Trabecular (Merkel
cell) carcinoma of the skin. Treatment of primary, recurrent, and
metastatic disease. Cancer 1986, 57(1):178-182.
7. Feletti A, Marton E, Rossi S, Canal F, Longatti P, Billeci D: Pituitary
metastasis of Merkel cell carcinoma. J Neurooncol 2010, 97:295-299.
8. Barkdull GC, Healy JF, Weisman RA: Intracranial spread of Merkel cell
carcinoma through intact skull. Ann Otol Rhinol Laryngol 2004,
113(9):683-637.
9. Chang DT, Mancuso AA, Riggs CE Jr, Mendenhall WM: Merkel cell
carcinoma of the skin with leptomeningeal metastases. Am J Otolaryngol
2005, 26(3):210-213.
10. Abacioglu U, Caglar H, Atasoy BM, Abdulloev T, Akgun Z, Kilic T: Gamma
knife radiosurgery in non small cell lung cancer patients with brain
metastases: treatment results and prognostic factors. J BUON 2010,
15(2):274-280.
11. Liew DN, Kano H, Kondziolka D, Mathieu D, Niranjan A, Flickinger JC,
Kirkwood JM, Tarhini A, Moschos S, Lunsford LD: Outcome predictors of
Gamma Knife surgery for melanoma brain metastases. J Neurosurg 2010.
Table 2 Intraspinal metastases of Merkel cell carcinoma reported in the literature
Year Age/gender Other metastasis Intraspinal involvement Level Time since detection
of the primary tumor
Survival after diagnosis
Moayed et al [13] 2000 70/M LN Epidural* S 9 months –
Turgut et al [14] 2002 63/M LN Epidural* L5-S1 0 2 months
Turgut et al [15] 2004 65/M – Epidural L5-S1 – –
Vijay et al [16] 2007 57/F LN Epidural T8, L4, S1 0 1 month
Ng et al [17] 2010 73/M - Epidural T6 6 months 7 months
Present case 2010 65/M LN Epidural, intradural T11-S 8.5 months† 8 months
* Associated osseous involvement.
† In the present case, the given time interval represents the time between the first presentation and the detection of the intraspinal metastases as the primary
site of the tumor; in this case, the time remain unknown.
F, female; LN, lymph node; M, male.
Abul-Kasim et al. Journal of Medical Case Reports 2011, 5:35
http://www.jmedicalcasereports.com/content/5/1/35
Page 4 of 5
12. Serizawa T, Hirai T, Nagano O, Higuchi Y, Matsuda S, Ono J, Saeki N:
Gamma knife surgery for 1-10 brain metastases without prophylactic
whole-brain radiation therapy: analysis of cases meeting the Japanese
prospective multi-institute study (JLGK0901) inclusion criteria.
J Neurooncol 2010, 98(2):163-167.
13. Moayed S, Maldjianb C, Adam R, Bonakdarpour A: Magnetic resonance
imaging appearance of metastatic Merkel cell carcinoma to the sacrum
and epidural space. Magn Reson Imaging 2000, 18(8):1039-1042.
14. Turgut M, Gokpinar D, Barutca S, Erkus M: Lumbosacral metastatic
extradural Merkel cell carcinoma causing nerve root compression-case
report. Neurol Med Chir (Tokyo) 2002, 42(2):78-80.
15. Turgut M, Baka M, Yurtseven M: Metastatic Merkel cell carcinoma to the
sacrum and epidural space: case report. Magn Reson Imaging 2004,
22(9):1340.
16. Vijay K, Venkateswaran K, Shetty AP, Rajasekaran S: Spinal extra-dural
metastasis from Merkel cell carcinoma: a rare cause of paraplegia. Eur
Spine J 2008, 17(suppl 2):S267-S270.
17. Ng G, Lenehan B, Street J: Metastatic Merkel cell carcinoma of the spine.
J Clin Neurosci 2010, 17(8):1069-1071.
doi:10.1186/1752-1947-5-35
Cite this article as: Abul-Kasim et al.: Extensive central nervous system
involvement in Merkel cell carcinoma: a case report and review of the
literature. Journal of Medical Case Reports 2011 5:35.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Abul-Kasim et al. Journal of Medical Case Reports 2011, 5:35
http://www.jmedicalcasereports.com/content/5/1/35
Page 5 of 5
